This issue of the journal celebrates the first 30 years of Clinical Rehabilitation. It contains a mixture of reflection on what has been, including a critical review of randomised trials published, and a group of papers that were judged to illustrate well the core interests of the journal.
The next editorial gives a personal view of the achievements of the last 30 years, including ways the journal has changed and, hopefully, improved. It highlights some particular areas that I feel characterise the better aspects of the journal: use of published guidance on the preferred ways to report different study types; a major focus on randomised controlled trials; offering authors an opportunity to describe their interventions so that others can use them; many papers on goal setting, a particular area of interest both personally and for the journal; research into data collection tools; and the need to give more attention to underlying theories. This is followed by a paper reporting half of a massive piece of work undertaken by a colleague and friend from Canada, Professor Nancy Mayo. She, together with a very large number of people has reviewed more-or-less every randomised trial published in the journal (n = 587), and this article considers 390 (66%) of them; the remainder were considered pilot studies and they will be reported on in future. This review shows that we were far from perfect in many ways, although our standards did improve over time. We have not been compared with any other rehabilitation journal. However similar results are found in similar studies of other medical fields; I am not sure whether this is reassuring or depressing! This paper should be read by anyone considering undertaking and writing up a randomised controlled trial in rehabilitation. The discussion within the article highlights seven very important areas where weaknesses were found. Of course a reader might claim that the sample is biased, and that the weaknesses are peculiar to this journal. Given our commitment to using published quality standards for trials from the time of their publication, I would argue that the bias would improve, not reduce our standards. Researchers and potential authors will have to make their own decision, but I certainly commend the whole article, especially its discussion section to you.
The next paper is a report on a randomised controlled trial with a large number of participants (n =412) with a very common condition (chronic low back pain) contrasting a multi-component treatment derived from theory (Movement Coaching) against a general low-level, low-intensity programme concerning exercise. It found that there was no benefit associated with the more intense treatment. The authors have particularly tabulated the similarities and contrasts between the two interventions. I hope that readers find the paper clear, with good data presentation. I will also emphasise its length -or, more accurately, its lack of length; the authors have written it without wasting words.
Measurement has been a personal area of interest since 1980 -when I was surprised to discover that were no generally used methods for measuring commonly limited activities such as mobility and personal activities of daily living, nor for measuring neurological impairments. When I set out to research into stroke rehabilitation I had, naively, assumed that there would be well established, agreed measures.
The chosen article in this issue concerns a measure that satisfies most of the characteristics I think are important. It is short and simple, only having a total of seven statements for the person to choose from. It covers the whole potential range of performance for 98% of the population, people who have an amputation of part or all of a leg; it will not capture people who perform in high-level competitive sports. It gives an easily communicated and intuitive score (0 to 6, with lower numbers being less good), and it can be understood by anyone as the descriptors are in plain language and concern normal activities. It follows relevant guidance, the STROBE statement; 1 unfortunately I note that a reference is not given in the paper. I did relent in my fight against abbreviations, allowing AMPSIMM (the measure) and TAPES -see the paper for their meaning.
Rehabilitation can and should draw upon a huge body of literature ranging from basic neuroscience through to sociology and organisational research. Much of this concerns the mechanisms whereby conditions we treat in rehabilitation arise, because it is only by understanding the factors that are associated with and may be causing a problem that we can start to develop new theories about mechanisms, and more effective treatments. The success or failure of the treatment may then confirm or refute the proposed model, improving our theoretical analysis.
The paper selected for this issue fits in with another very important aspect of rehabilitation which the earlier focus on 'physical medicine, and physical disability' tended to overlook, 2 namely the importance of emotions and beliefs. It is a study of 111 patients with pain and/or disability associated with osteoarthritic knees, and shows that measures of emotional state and beliefs correlated with reported pain and dysfunction; disease parameters were less influential. This study is obviously on a selected population, and is relatively small, but it confirms and emphasises the clinically obvious facts that outcomes are probably more related to psychological factors than anything else. Maybe we should refocus our therapies towards giving treatment of these factors first priority, rather than seeing these treatments as an add-on when time/ resources allow.
I have often chosen papers because they challenge orthodox beliefs -orthodox among the wider medical community even if not among rehabilitation staff. I am sure that many readers can recognise this habit of mine, for example in publishing a paper that was rejected by other journals as being 'too controversial' (or words to that effect). 3 In this issue my chosen paper challenging beliefs is a prospective, observational study that investigates whether older people (mean age 86 years) can benefit from rehabilitation. I think it is fair to state that many people, including rehabilitation colleagues, consider significant cognitive impairment to be a factor that precludes the possibility of benefiting from rehabilitation; a care home is usually recommended. I wrote an editorial challenging this assumption in 2007. 4 The authors studied 116 patients admitted to their rehabilitation unit, 27 with severe and the remaining 89 with moderate cognitive impairment. They found that 12 of the 27 and 52 of the 89 improved by 5 (/20) points or more on the Barthel ADL index, showing an equivalent probability in both groups of improving when in a rehabilitation service. Six people from the 17 severely impaired people admitted from home returned home. The study did show an association between severity of cognitive loss and failure to improve (validating the basis for the false belief) but also showed its lack of utility as an actual predictor. The sensitivity and specificity of cognitive function as a predictor of who might benefit from rehabilitation is too low to justify its continuing use in this way.
Goal setting has been a topic of interest to me and to the journal since 1992, before I became editor. The last two selected papers concern goal setting and also illustrate other aspects of the journal.
The first goal-setting paper in this issue concerns the possible importance of using 'life goals' as a meaning to enhance engagement in rehabilitation. It is a non-blinded, quasi-experimental study with 66 participants in three groups: goal setting using life goals; goal setting using goal attainment scaling; and no goal setting. The Life Goal group showed less anxiety and, in the short term, greater engagement. A fully powered study would need about 100 participants -an achievable goal that I hope will be achieved sooner rather than later.
The second paper concerning goal setting also covers two other important classes of paper published in Clinical Rehabilitation. It is a systematic review, that also uses a meta-analysis (which, I should remind readers, is simply a method for handling data); and it concerns qualitative papers and qualitative research, an important research technique. The paper also uses at least two guidelines concerning the reporting of this type of study (ENTREQ and PRISMA; see the paper for details).
The study explores what factors increase or decrease the use and execution of goal setting in the rehabilitation of people with neurological disorders. This paper does not directly inform a rehabilitation team on how to organise and undertake goal setting. It does however suggest factors that are likely to be reducing the effectiveness of the processes being used and other factors that might increase effectiveness. Qualitative papers cannot directly prove, one way or another, any cause and effect relationship. Their particular strength is in increasing greatly the understanding of complex situations and processes. Rehabilitation is possibly the most complex healthcare activity undertaken, and limitations on activities and social participation both have a complex genesis.
My final comments in this editorial concern the totality of the papers. Originally we hoped that people would compete for publication, but as no papers good enough were submitted by that process, I have simply selected from papers accepted over the last 12 months. The selection was totally unplanned in terms of fulfilling any agenda. Nonetheless the papers have actually illustrated many of the features of the journal. One additional and important feature the papers illustrate is the international nature of the journal. The papers come from Finland, Japan, Germany, United States, Canada and England. I hope that Clinical Rehabilitation will remain a journal covers all aspects of the rehabilitation process, with studies from many different countries and settings encompassing the whole range of conditions seen in clinical practice.
Derick T Wade Editor, Clinical Rehabilitation

